Objective: Several Asian regions have undergone a dramatic transformation, some becoming very affluent. This paper aims to ascertain how countries that are becoming wealthy have dealt with child and adolescent mental health issues.
M
any Asian regions have undergone a deep transformation during the last 50 years, and some have become very affluent. The aims of this paper are to explore how regions that are becoming wealthy Á Hong Kong, Malaysia and Singapore Á have dealt with child and adolescent mental health services (CAMHS) issues. This information might be useful for other developed and developing nations, and for child psychiatry as a discipline. [Hong Kong, though not a country Á it is a special administrative region of the People's Republic of China (PRC) Á is included because it has a high degree of autonomy and quite different medical, legal and social structures from the rest of China.]
The challenges of child and adolescent mental health cannot be understood without reference to the economic and social context. Table 1 summarizes some of the demographic, health, financial, and physician workforce characteristics of the three locations, and, for comparison, of the USA.
Malaysia is by far the largest of the three; by contrast, Hong Kong and Singapore are tiny (Hong Kong half the size of Luxembourg and Singapore less than one-third). Population density is extremely high in Hong Kong and Singapore (third and fourth most densely populated places worldwide) but much lower in Malaysia. Hong Kong and Singapore have one of the lowest fertility rates in the world*on average each woman gives birth to one child in her lifetime, lower than Italy or Spain (both with 1.3 children per woman) and Australia (1.7). Malaysia's rate, though declining, is three times as high. Malaysia is a country of very young people (median age 24 years), much younger than Singapore (median age 37) or Hong Kong (median age 41). For comparison, the median age is 37 in Australia, 39 in the UK and France, and 43 in Japan. Population growth is largely due to migration in Singapore (mostly from Malaysia, the Philippines and Thailand) and Hong Kong (almost entirely from 4 and less than one-third of the USA. 4 Nevertheless, the health status (e.g. life expectancy) of their people is surprisingly good and comparable to that of advanced Western countries. The three territories have fewer (about one-third) medical practitioners than OECD states, which average three per thousand people. 4 Traditional medicine (e.g. Chinese, Malay, Ayurvedic) is used as an alternative primary health care by a significant proportion of the people, especially when it helps the family accept otherwise stigmatizing illness or behaviour problems. Many patients use both Western medicine, to suppress symptoms, and alternative medicine, to restore the body to its natural balance.
HONG KONG
Hong Kong was a British colony from 1842 to 1997, when sovereignty was transferred to the People's Republic of China (PRC). Hong Kong is governed as a special administrative region under the 'Basic Law', retaining its own legal and health systems, currency, customs, and immigration laws, with the PRC representing Hong Kong diplomatically and militarily. Hong Kong is one of the wealthiest economies, ranked 23rd in the world in per capita GDP. The 2003 outbreak of severe acute respiratory syndrome (SARS) and cases of bird flu have stressed health resources.
The Department of Health, the Hospital Authority (HA) and the private sector provide primary healthcare services. Private practitioners deliver most primary care, while specialist care is largely provided by the public sector. About 80% of all hospital admissions are treated in the 43 hospitals managed by the HA. The government subsidizes about 90% of the cost of inpatient and outpatient services.
Psychiatric problems in Hong Kong children
There are no sound epidemiological studies in Hong Kong and only a handful of studies involving Chinese children, mostly employing questionnaires. The few Hong Kong studies suggest that psychiatric problems are not widely different from elsewhere. 6, 7 Child and adolescent mental health services CAMHS began as an offshoot of adult psychiatry, initially within the universities and spreading later to the public services sector. There are five CAMHS, each serving a catchment area of 1Á2 million people. Team sizes vary; the largest has four child psychiatrists, the smallest has one. Services provided are comprehensive: inpatient, day treatment and outpatient. However, the bulk of work is seen through the outpatient clinics, with 2000 new assessments per year in the past 3 years. The case mix includes developmental disorders and attention deficit hyperactivity disorder (ADHD), with relatively few referrals for pure conduct disorders and internalizing disorders. Currently, several preventative programs (often in cooperation with or supported by private industry) developed by CAMHS staff are being implemented. For example, one involves 10 schools each year and aims to increase students' awareness of mental health problems as well as acceptance of the mentally ill. There are also adolescent first-episode psychosis programs.
Education and training
Two universities have a medical school (the University of Hong Kong and the Chinese University of Hong Kong). The medical degree lasts 5 years, and there is one internship year before formal registration. Foreign graduates who wish to practise in Hong Kong need to sit for a licentiate examination and go through internship. Limited registration may be granted to those working in institutions such as universities.
Psychiatric training lasts 6 years, three in basic and three in higher training. Basic trainees need to pass examinations after the first (Part I) and third year (Part II). These examinations are similar to those in the UK and trainees may choose to take the UK examinations instead. At the end of the 3 years of higher training, trainees submit a dissertation (original research, literature review, or case studies) and pass the Part III examination (a viva), to become eligible for fellowship of the HK College of Psychiatrists and for specialist registration. There is only one recognized specialty Á psychiatry Á and no separate registration exists for a child psychiatrist. There is no specific training programme for child psychiatry; trainees doing higher training may choose child psychiatry as their area of interest, or may have participated in or completed child psychiatry training in the UK or elsewhere. There were 203 specialists registered in psychiatry in 2007. Of these, 18 were described as child psychiatrists (i.e. psychiatrists practising primarily with children and adolescents), 11 working for the HA and seven in the private sector.
There is no academic department of child psychiatry in any of the universities but there are some researchers in the field. In spite of support for research being minimal in the public sector, child psychiatrists in the HA have conducted studies in a variety of domains, such as ADHD, Chinese versions of diagnostic instruments, and child and adolescent suicide.
The future
Child psychiatry in Hong Kong is still in its infancy. Demand for services is growing as people become increasingly aware of emotional problems in children and the availability of effective treatments. Nevertheless, the number of child psychiatrists and allied health staff is very small. Given the HA's difficult financial situation, the strain caused by SARS and bird flu, an aging population, decline in births, and the lack of good epidemiological data, it will be difficult to convince the government to invest in child psychiatric services and a workforce.
MALAYSIA
In the 50 years since nationhood, Malaysia has made commendable economic progress and its population more than trebled, from 7.4 million in 1957 to 24.3 in 2006. Almost half the people are younger than 20 years. Malaysia is faced with the challenge of trying to eradicate infectious illnesses and malnutrition, still prevalent in some rural areas, while dealing with chronic illnesses associated with urbanization. 8 In spite of this, Malaysia has achieved a high and equitable health status at a relatively low cost. In many respects, health status is on par with that of developed nations. By contrast, psychosocial problems appear to be of increasing concern, with almost daily reports in the media about disturbed youth. It is unclear whether this reflects worsening problems, increasing recognition or greater reporting.
Psychiatric problems in Malaysian children
Epidemiological data are scarce. A 1996 survey of 14 550 children aged 5Á15 years showed that 13% experienced significant psychiatric morbidity, more common in rural (15.5%) than in urban (10.5%) areas. Ethnic differences were a feature, with higher rates among Indian (24.6%) than Malays (11.9%) or Chinese (3.6%). A survey of health risk behaviours among 30 233 adolescents aged 13Á18 years showed that 17% smoked, 9% drank alcohol regularly, and 2% had used illicit substances. 9 Suicide, motor vehicle accidents, 10 sexual crimes and juvenile delinquency (according to the Malaysian police, Mohd Fauzi, unpubl. data, 2005) appear to be increasing.
Child and adolescent mental health services
CAMHS started formally in 1986 but they are still concentrated in urban areas with an emphasis on diagnosis and treatment by committed individuals, usually without the support of dedicated multidisciplinary teams. Apart from general and specialist clinical services, there are services for developmental disorders, learning disabilities and for victims of abuse.
Efforts have been made since 2001 to decentralize mental health promotion by training personnel in the existing health system, as 89% of Malaysians live within 5 kilometres of a health facility. This includes training general psychiatrists, paediatricians and family medicine specialists in child psychiatry. There is also ongoing mental health promotion via increasing public awareness of mental health problems, especially among the young, and by promoting good coping styles, particularly in schools. Child psychiatrists have played a key role in these developments, usually in conjunction with paediatricians and family physicians, and the views of child psychiatrists are often sought and valued by the government. 
Education and training
There were two medical schools 30 years ago and now there are 18 Á as many private as government-funded. This is partly the result of escalating costs of medical education overseas. All the medical schools offer 5-year programs, followed by 1-year internship prior to formal registration with the Malaysian Medical Council (MMC). All physicians are required to serve the country for a compulsory period of 3 years to overcome medical shortages in rural areas.
Malaysia suffers from a 'brain drain' as young physicians leave or those trained overseas do not return. Foreign medical graduates can work in Malaysia provided they are trained in institutions recognized by the MMC or pass a qualifying examination or are given special dispensation due to having recognized specialist qualifications. About 300 foreign nationals are registered to practice. chairs or academic departments, but child psychiatrists can become professors of psychiatry in their own right. Child psychiatrists compete with other medical specialties for research funding.
The future
Interest in child psychiatry training and research is growing, mainly in response to the escalation in youth social problems reported in the media. However, the increasing privatization of health services, with its financial burden for families, will pose challenges. Mental illness is much stigmatized, and this influences parents' help-seeking for fear of labelling at an early age. The number of child psychiatrists will grow slowly due to the length and demands of training.
SINGAPORE
Singapore began as a British trading post in 1819. It joined the Malaysian Federation in 1963, but separated 2 years later becoming an independent state. Singapore is one of the wealthiest countries, ranked 24th in the world in per capita GDP. With a land area of just 697.1 square kilometres, Singapore is minuscule. The state of physical health in Singapore is good by international standards, ranked by the WHO as sixth in the world in 2000. The leading causes of morbidity and mortality are the major non-communicable diseases such as cancer and coronary heart disease. The city-state faces numerous challenges, such as one of the lowest fertility rates in the world, growing divorce rates and an aging population.
Workers are required by law to set aside 6Á8% of their income into their personal health savings (Medisave), part of which forms the basic health insurance (Medishield). In addition, the government enables the poor to access health services by providing funds (Medifund) for basic medical care. In 2005, there were 11 850 hospital beds in 29 hospitals. Almost half of the physicians (48%) practise in the private sector, providing the majority (80%) of the primary health services; the reverse is true for hospital care. Traditional and complementary medicine accounts for one-tenth of outpatient attendances.
Psychiatric problems in children
Childhood emotional and behavioural problems were largely ignored in Singapore until recently. CAMHS evaluated 144 new patients in 1973 and 1603 in 1993. 11 While the overall population grew from about 2 million to 3 million in these 20 years, the number of children under the age of 19 actually decreased, from 901 000 in 1980 to 870 000 in 1993. 12 A growth of referrals without a parallel increase in services has resulted in longer waiting times. Youth suicide is still low by international standards. While rates among 15Á 19-year-olds have remained steady (on average 6.2 per 100 000 per year in the 1980s compared to 6.3 per 100 000 per year in the 1990s), suicides among 10Á14-year-olds have more than doubled (on average 0.8 per 100 000 per year in the 1980s, compared to 1.8 per 100 000 per year in the 1990s), though absolute numbers are small. 13 The method used is almost invariably jumping from heights. 14 
Education and training
Singapore has four universities but only one medical school Á at the National University of Singapore Á producing over 200 graduates annually. Singapore accepts foreign graduates from 120 medical schools worldwide, mainly from developed countries.
Psychiatrist training is administered by the Joint Committee on Specialist Training, the Academy of Medicine and the Division of Graduate Medical Studies of the National University. Training is delivered in accredited public hospitals and lasts 6 years, three of basic training and a Master of Medicine degree, and three of advanced training, including passing an examination on completion.
There were 108 psychiatrists registered to practice in Singapore in 2006 and the National Mental Health blueprint is slating for the number to double in the next 5 years. Child psychiatry is not a recognized specialty although there is a list of child psychiatrists kept by the courts for purposes of recognizing expert witnesses. There are 13 consultant-level psychiatrists who work exclusively with children or who have expressed specific interests in working with children.
Although there is no chair, there is an Adjunct Associate Professor at the National University of Singapore, whose duties comprise medical student teaching and development of postgraduate training programmes. Support for child mental health research is good, with more than half a million dollars worth of grants given to relevant projects in the last 5 years.
The future
There has been a shift in Singapore's socio-political landscape. The government is progressively paying more attention to the mental health needs of the population. Child and adolescent mental health has been given a special focus and funding, but it will take time before the National Mental Health Plan takes shape. Besides developing tertiary hospital-based services, setting up school-based community services has become a priority. Singapore's capacity to produce more child psychiatry specialists depends on how successful the specialty is in attracting young doctors to psychiatry in the first instance, as child psychiatrists are developed from the larger pool of young psychiatrists.
CONCLUSIONS
Hong Kong, Malaysia and Singapore are ethnically, religiously, socially and politically very different societies (Table 1) . Nevertheless, they face remarkably similar problems: the growing pains associated with development and wealth. These include rapid social change, which is having an impact on families and children (e.g., family breakdown, abandonment of traditional family values such as looking after the elderly). This is most notable in Singapore where suicide rates for 10Á14-year-olds have climbed, or by growing youth mental health problems in Malaysia, but is likely to manifest also in other issues as yet not detected or ignored. They also face a lack of access to treatment due to a dearth of services and a lack of child psychiatrists. While these territories are prosperous enough to afford much better CAMHS, their priorities appear to be elsewhere.
Because the number of child psychiatrists is so small, their ability to advocate for services and resources, to train and to maintain a professional identity is very limited. These countries' capacities to respond to a surge in problems or to prevent future crises by producing more specialists is hampered by the lengthy training programs Á though of good quality, as in Malaysia Á or the lack of them, as is the case in Hong Kong and Singapore. Changing this situation will require not only child psychiatrists' dedication, which is plentiful, but also leadership, enhancing the profile of the specialty and increasing the number of child psychiatrists. This may not be realized without outside help, inter-country alliances, and unless more local research is produced. This is unlikely to happen until academic chairs are created or university and hospital departments of child psychiatry are adequately funded. Other rapidly developing countries can learn from this experience.
